Dear editor,
Fungal endocarditis is a rare disease with a poor prognosis, suboptimal diagnostic tools responsible for long diagnostic delays in most cases, and poorly defined activity of most antifungal agents in endocarditis. [1] The burden of diagnosis still lies with clinicians: they need a high index of suspicion the entity by understanding the organisms and the patients who are likely to be infected. [2, 3] We present an exceptional case with obstruction of the left ventricle outfl ow tract (LVOT) causing sudden cardiac arrest.
CASE
A 83-year-old woman presented to the emergency department with dyspnea. She had a history of severe aortic stenosis, for which an aortic valve replacement was performed six months earlier, complicated with mediastinitis by Serratia marcescens. During the initial evaluation, she suffered from cardiac arrest, requiring advanced CPR maneuvers. The initial rhythm was pulseless electrical activity; after 5 minutes, the patient recovered spontaneous circulation in sinus rhythm with first degree atrioventricular block. Subsequent monitorization showed greater degree paroxysmal A-V blocks. Transthoracic echocardiogram revealed elevated aortic transvalvular gradients ( Figure 1 ) and thickening of the bioprosthesis with a mass adhered, compromising its opening ( Figure 2 ). Suspecting prosthetic valve endocarditis we contacted Cardiac Surgery for emerging intervention. The patient underwent excision of the mass and aortic valve replacement under cardiopulmonary bypass. Surgical samples and blood cultures were positive for Candida albicans (Figure 3 ). Postoperatively the patient developed septic shock with multiple organ 
DISCUSSION
Fungal endocarditis is a serious entity that does not admit delay in diagnosis or treatment; Candida is the most common causative agent. [1, 2] Among population at greatest risk; prosthetic valve carriers, central venous catheter and previous use of broad-spectrum antibiotics should be highlighted. [3] It is mandatory to always have in mind the possibility of infective endocarditis, as any delay could have fatal consequences, and the presentation can be highly non-specific with a broad spectrum of severity. The uniqueness of our case lies in its atypical presentation as cardiorespiratory arrest secondary to a probable obstruction of the left ventricle outflow tract. In prosthetic valve carriers minimal clinical suspicion should lead to prompt echocardiography in order to rule out any complication, since prosthetic valvular dysfunction could be lethal. Our case emphasizes the importance of clinical awareness and early recognition.
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